Introduction
Black sub-Saharan African (BSSA) communities constitute two-thirds of people with HIV [1] [2] [3] . Thirty percent of people who are accessing HIV services in the United Kingdom today are from BSSA communities yet they constitute less than 1% of the total population [4, 5] . 
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BME communities avoiding these services [6] . The term 'gatekeeper' is used within social sciences to refer to people who arbitrate access to a social role, setting, or structure. In this article, gatekeepers are influential people identified by BSSA communities themselves as community leaders, responsible for safeguarding the cultural, shared, and occasionally religious identity of the community. Gatekeepers are the primary contact for researchers seeking access to BME communities for the purposes of securing community engagement in their research.
Legislation and policies are important in improving and promoting healthier lifestyles and preventing diseases among BME communities [7] . Engaging BME groups in sexual health and HIV prevention may reduce the number of people presenting with sexual-health-related ailments at treatment centers [8] .
Sexual health and HIV infection are culturally sensitive issues. Within BSSA communities, for example, they cannot be freely discussed [9, 10] . In addition, UK-based BSSA communities have been underresearched as they only became visible in the run up to the new millennium [11] . This poses a challenge for professionals working with BSSA communities in the United Kingdom. There is some consensus among sexual health professionals of the need to optimize healthseeking behavior in 'risk' groups, including understanding the impact of cultural issues and structural factors such as disadvantaged socioeconomic status [12] . There is therefore a need to increase sexual health professionals' knowledge of BSSA communities if health improvements are to be realized.
Many health systems attempt to address the cultural challenge of ethnic diversity by adapting existing generic interventions so 'one size fits all' without consideration of cultural factors [12] . However, culturally sensitive and socially acceptable interventions for BME communities need to be designed [13] [14] [15] . Currently in the United Kingdom, fundamental questions still remain pertaining to the appropriateness of sexual health and HIV prevention interventions for BME groups.
What are the key factors to consider when these sexual health interventions are being developed? When the interventions are being developed, it is essential the BME communities in question are included, as advocated by the 1986 Ottawa Charter on health promotion initiatives.
More work is needed to identify the cultural norms likely to influence health-related behavior, and how specific target groups affiliate with these norms [16] . Simple modification of an intervention on the basis of culture may not necessarily increase its effectiveness [17] . There is a need to comprehensively map out the particular cultural aspects that should be factored into the intervention.
Sexual health professionals who lack the cultural competence to work with BME groups may find it difficult to optimize outcomes when trying to engage with the groups in question. Issues that have continued to undermine the delivery of health initiatives among BME communities, including BSSA communities, in the United Kingdom include (1) lack of information about existing services and fear of stigma and discrimination, (2) lack of culturally sensitive sexual health and HIV prevention interventions, (3) linguistic problems, (4) legal obstacles, (5) cultural and religious factors, and (6) migration policies. Few studies have investigated these issues to optimize BME sexual health outcomes within current health systems.
In BME communities living in the United Kingdom, including the BSSA communities, gatekeepers have always played an important role, controlling what goes in and out of the communities [18] . Sexual health professionals therefore need to acquaint themselves with the gatekeepers within BME communities to ensure that their sexual health messages and interventions can filter through to the communities in question, including access to their social systems [19] .
This article explores the challenges, skills, and strategies in engaging BSSA communities and their gatekeepers in sexual health promotion and HIV prevention programs, using a community approach and focusing on the West Midlands in the United Kingdom.
Methods
This research was underpinned by the Silences Framework [10] , which asserts that reality is not objective or fixed, but rather human beings are the authors of the social world in any society at a particular time [10, 20] . The framework empha- Twelve focus group discussions were conducted, four in each of the three cities, with each focus group comprising 10 people, with an equal sex balance. Each focus group discussion was followed up with two one-to-one semistructured interviews. A further 12 one-to-one interviews were held with key informants, i.e., community/religious leaders (gatekeepers) split evenly by sex and location. A few potential participants declined to participate because of work commitments and discomfort with the subject; however, they were replaced by others from the same communities. The participants discussed cultural issues concerning barriers to engaging with sexual health services and HIV programs in BSSA communities. They appraised and commented on current sexual health promotion strategies and HIV prevention programs, suggesting opportunities for further development.
The roles of the communities' gatekeepers were scrutinized, and strategies to engage them were discussed.
Focus group discussions and community leaders' interviews lasted 1 h, with the follow-up interviews lasting 30 min. All interviews and focus group discussions were audio-taped and transcribed verbatim, and the transcribed data were subjected to the following Silences Framework analytical phases [10] :
• Phase 1. Following transcription, outputs from interviews and focus group discussions were analyzed by the researcher, and recurrent themes were identified as initial findings.
• Phase 2. Phase 1 findings were then reviewed by research participants. Feedback on the early findings from the participants was used to enhance further critique, confirming or refuting the findings in phase 1. A robust discussion of the 'silences' (findings) was formulated.
• Phase 3. Further analysis of phase 2 findings was done in this stage by social networks of research participants.
The participants in this phase were drawn from the BSSA communities that had not taken part in the interviews and professionals working in the sexual health promotion service. The aim was to buttress the findings from phase 2 with a critical indirectly associative eye.
• Phase 4. The researcher reflected on the findings of phase 3, revisiting, reviewing, and developing emerging research findings, which were then taken as the final output of this study.
Results
Analysis of the data identified challenges in engaging gatekeepers and BSSA communities and suggested strategies for optimizing engagement with sexual health and HIV services.
Challenges in engaging gatekeepers
The gatekeepers identified fear of losing status within, ownership of, or influence over the communities as a key concern.
In addition, they asserted that they mistrusted many organizations that work in sexual health as they felt that they bring disharmony among the communities through misinforma- Stereotyping was a core issue for community leaders, who felt the image of the community must be defended and respected.
They suggested that some sexual health issues should be avoided as they could damage the image of the community if they are not well handled. Participants openly expressed fear of being discriminated against, especially when their HIV-positive status was discovered. Some questioned why organizations wanted to talk to them about HIV, and even felt they were being targeted because they were 'Africans' living abroad. Some research participants believed that they were being targeted in the way that they had been during the colonial days back home in Africa:
"I don't believe that this is a genuine call to test Africans for HIV and STIs. This is mere targeting of our communities, we know it. We experienced it back home during the colonial days." (Sando, African man, aged ≥35 years)
Furthermore many of the participants agreed that the sensitivity of sexual health and HIV within African communities was never highlighted as it was not prioritized in the community agenda. They felt this marginalization arose because of sensitivity and taboos about it in the communities:
"No one wants to talk about sexual health and HIV; people are discouraged from talking about it as it is seen as taboo and sensitive." (Rudo, African woman, in her late 30s)
This was further underpinned by most of the research participants, who indicated they were not comfortable discussing issues around STIs and HIV because of the stigma attached to them within their communities. However, there were others who felt that, despite the stigma, there was a need to discuss sexual health and HIV, as they affected African communities much more than other communities. This sense of stigma was evident in both the communities and the sexual health delivery system: Participants acknowledged that there was a lot of denial among African communities with regard to HIV and sexual health, leading to many people taking a long time to go to get tested, let alone take the prescribed medication. They also felt that denial caused many people to disengage with the services and any initiatives pertaining to sexual health and HIV.
They asserted that many people affected by HIV often tried to find an alternative explanation for their sexual health and HIV condition. 
Skills and strategies for engaging BSSA communities

